Objective To report on the use of Delirium Care Pathways to screen for and recognise delirium by Aged Care Services in Emergency Teams (ASETs) at five metropolitan hospitals in New South Wales, Australia. Knowledge of delirium and the use of Delirium Care Pathways are vital to ensure that older people presenting with delirium receive best practice care. Methods An audit of 205 randomly selected medical records of clients over 65 years presenting to an ASET was conducted. Results Delirium was recorded in the medical records notes of four clients (2%). However, the auditors identified another 27 clients with symptoms of delirium. Conclusions Delirium is still frequently undiagnosed and misdiagnosed in older people presenting to emergency departments. This indicates a need for further education and professional development for and by health-care practitioners. Only with greater awareness of delirium will the care and health outcomes of older adults presenting with delirium in acute care settings improve.
Introduction
Delirium is a potentially reversible disorder characterised by the rapid onset of impaired attention, altered cognition, altered consciousness, or changes in attention. These symptoms typically develop quickly over a few hours or days. Delirium results from the interrelationship between risk factors, such as: old age, comorbidity, and polypharmacy, with precipitating factors such as electrolyte disturbance, uncontrolled pain, and sleep deprivation 1 . However, delirium can present in different ways making it difficult to recognise 2, 3 . Delirium is associated with increased cognitive and functional decline, longer hospital stays, higher rates of institutionalisation and higher mortality rates 1, [4] [5] [6] . As such, prompt recognition and identification of delirium upon admission to the Emergency Department (ED) has the potential to improve patients' outcomes and provide significant cost savings to the hospital. In addition, delirium in hospitalized persons is associated with increased rates of falls and incontinence 7, 8 If admitted to hospital, adults aged over 65 years are at significant risk of delirium;, with 15-50% developing delirium 5, 6 . As the signs and symptoms of delirium are non-specific and older adults regularly have concurrent health problems, often of a cognitive nature, delirium can go unrecognized and untreated in hospitals unless staff are trained in its prevention, identification and management 9 . On admission to hospital, all older people should be assessed for additional delirium risk factors and vulnerabilities
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. As the population ages, it is expected that the incidence of delirium will increase, along with the associated poor health outcomes, if best practice delirium care strategies are not implemented. During the implementation of the DCP in ASET, it became apparent that many health care practitioners did not fully understand the term 'delirium'. The medical record audit reported here was designed to identify any gaps in the processes used by ASET to recognise and identify delirium.
This knowledge is vital to improve the care and healthcare outcomes of older people presenting with delirium in acute care settings, and achieve best practice care.
Methods
The UK National Institute of Clinical Excellence (NICE) delirium audit tool was used to analyse medical records of older people referred to ASET during an Emergency Department admission 
Results
The majority of patients whose medical record were audited had been admitted from the community (78%), followed by residential accommodation services (14%). Most patients were assessed by a Registered Nurse (78%) or Medical Doctor (7%). The results of the audit indicated that 15% of patients presented with symptoms of delirium (n=31); but delirium was only recorded in the medical records of four patients (2%). The auditors, reviewing the medical records, identified an additional 27 patients (13%) who had symptoms of delirium recorded without delirium being documented in the medical records. Of the four patients where a delirium was recorded, two of the patients had their delirium documented by a Medical Doctor, and one each by a Registered Nurse and Occupational Therapist.
The terms 'confused', 'drowsy' and 'disorientated' were most frequently used to describe patients with a delirium in their medical records (Table 1) .
Chart1: Terminology used to describe delirium in the medical records

Baseline Assessment Tools
The cognitive status of patients was noted in just under one-third of cases and the use of cognitive screens was similar (Table 2) . Of the 31 patients identified as having delirium by the audit, only three had a CAM score recorded in their medical records; only one of which had a delirium recorded in their medical records ( Table 2) . 
Discussion
In only 2% of the medical records reviewed was a delirium documented despite this retrospective audit indicating that the rate of delirium among the patients was much higher, with 14% of patients recognised as presenting with a delirium (n=31). This incidence rate of delirium (14%) reflected international hospital data 14 . It is of concern that delirium was not formally documented in the medical records of the majority of the patients who presented with a delirium (27 of the 31 patients -87%).
Delirium was most frequently documented by a medical practitioner, despite the fact that a Registered Nurse was most likely to have completed the client assessment. This suggests that further investigation into why Registered Nurses and allied health practitioners are not currently documenting delirium is required, including whether there is a need for specific training around delirium. Delirium was frequently identified using descriptive words such as 'confused', 'drowsy and 'disorientated'. It is not clear from these results why these words were used. It is possible that the documenting health care practitioners were not familiar with the presentation of delirium. However, it could be because Registered Nurses are not comfortable recording delirium, as it may be perceived that they are giving a diagnosis. Further investigation is required to identify which factors are contributing to unchanged practice. It is a well validated tool 15 and its lack of use suggests a need for staff education. It should be noted 
Practice Implications
Older adults presenting to ED are dependent upon ASET teams being familiar with current best practice in the recognition, assessment, identification and diagnosis of delirium.. This not only ensures appropriate management of older people with a delirium but more importantly can prevent the onset of a delirium.
Conclusions
These audit results indicate that delirium in older people is often undiagnosed or misdiagnosed in the Emergency Departments. There is clearly a need for more training of Emergency Department staff around delirium, and particularly the Delirium Care Pathways. Only with greater awareness will the care and healthcare outcomes of older people presenting with delirium in acute care settings improve.
